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CHAPTER I 
Purpose 
The reactions of father, mother, and child cannot 
be studied and treated as separate phenomena 
since they cannot, by the nature of life, be 
separate. They are aspects of the drama of growth 
and self-definition.l 
The fact that the mother is the person most involved in 
responsibility for the child and his difficulties, and is 
also the most accessible in terms of her own time and agency 
working hours, tends to focus attention on her both in 
diagnostic and treatment considerations. The father is not 
entirely neglected, yet the full significance of his role in 
the treatment situation is often not adequately realized. 
The purpose of this thesis is to study those cases in 
which fathers are in treatment, in addition to the mothers 
and children. The following questions will be asked: 
1. Why was it felt necessary to involve the 
father in intensive treatment? 
2. How ar e the child's behavior patterns related 
to the father's role in the family constell-
ation? 
3. Wnat are the specific social work problems in 
cases where- treatment includes both parents 
and the child, and hov1 are they handled? 
1 Frederick H. Allen, Psychotherapy with 
Children, p. 37 
l 
The purpose of therapy is to give the child and the 
parents fuller realizations of themselves in order that they 
may live together more happily. 
It is relatively simpl~ to help a child separate 
himself from the entanglements in his life and to 
develop more fully. It is far more difficult to 
help a child in his growth and inner development 
and, at the same time, help toward a new relation-
ship with his family and life in general. In other 
words, a new and growing ego formation may be 
going on without the child's making himself an 
accepted and responsive member of a family group. 
That is why therapy should be a joint experience-as 
a part of the process of clinic treatment.2 
Source, Scope, and Method 
This study consists of nineteen cases treated at the 
Quincy Child Guidance Clinic of the Department of Mental 
Health, Division of Mental Hygiene of the Conunonwealth of 
Massachusetts. They include all the cases that were active 
in the period of February 1950 to February 1951 in which the 
clinic staff felt that the fathers should be included in 
treatment. Thirteen of these cases are still active. Six 
of the cases were closed when the fathers would not cooperate 
in treatment or parents withdrew from clinic. 
2 Dawley, Almena, 11 Inter -related Movement of Parent 
and Child in Therapy with Children," American Journal of 
Orthopsychiatry, v. LX, no. 4 (October 1939) 
I' 
I 
1/ 
I 
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Psychiatric diagnoses, social service evaluations, and 
p~cholog ical reports were available in the records for all 
of the cases. Pertinent data were lacking in many cases; but t 
the writer was able to get significant material verbally from ! 
the social workers, psychologists, and psychiatrists who were II 
I 
directly involved in a particular case. Where records were 
incomplete because dictation or typing was not up to date, 
the writer was able to obtain necessary information from note i 
kept by the members of the clinic staff and also by playing 1\ 
back the ediphone cylinder which contained the dictation. In 
cases where fath ers refuse d to participate in treatment the 
mat erial is necessarily limited, but the writer was able to 
g et enough significant material to answer the first two 
g e neral qu e st ions. 
The method of investigation has followed the use of a 
schedule (see appendix ) s pecifically designed to discover 
material t h at will g ive information as to maternal, paternal, 
child relationships, and inter-relationships in the home and 
environment. Information was also soug ht to discover the 
types of problems presented at referral, the problems as seen / 
by the clinic, the treatment plan, and goals as seen by the 
clinic team. 
Limitations 
In this study certain limitations are inherent. The 
social case records are not written for research purposes 
I 
and therefore do not represent completely uniform material. 
The opinions, evaluations, and interpretations of the social 
workers, psychologists, and pswchiatrists are considered to 
be those of experts. 
It is a policy of the Quincy Child Guidance Clinic to 
include all fathers as a part of intake so that a partial 
picture of parental attitudes and motivations may be obtained 
While intake is to be considered as a part of treatment, this 
study includes only those cases in which the clinic staff 
felt that it was necessary for the fathers to continue in 
intensive treatment along with the mothers and children. 
There may have been many other cases in which the fathers 
should have been included in treatment; but because of staff 
limitations and because of the limited knowledge of the 
significant roles of the fathers in the families' situations, 
only nineteen cases were found where the inclusion of fathers 
was considered necessary. The feeling of the clinic team tht 
the particular father was significantly responsible for his 
child's maladjusted behavior pattern was the basis for 
incJ.nsion. 
Care must be taken in drawing conclusions from such a 
small series of cases. It may show generally, however, what 
kinds of fathers may usually be seen in the Quincy Child 
Guidance Clinic. 
4 
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CHAPTER II 
STRUCTURE AND FUNCTION OF CHILD GUIDANCE 
CLINICS 
The Commonwealth of Massachusetts established by 
legislation (in 1922) provisions for the Division of Mental 
Hygiene with the establishment of child guidance clinics 
financed by state funds as one of its major activities. The 
Division was charged with the responsibility for 
all matters affecting the mental health of the 
citizens of the Commonwealth, investigation of 
causes and conditions that tend to jeopardize 
health.l 
To carry out this responsibility one of the major 
activities was the establishment of child guidance clinics. 
The initial work of projecting clines in new communities 
was undertaken jointly by the Division and the 
Massachusetts Society for Mental Hygiene, which has 
carried on an aggressive and an effective program 
since the beginning of the movement.2 
Theoretically all of the clinics set by the Division 
were for demonstration, and were eventually to be 
turned over to hospitals or private organizations.3 
1 Annual Report of the Massachusetts Department of 
Mental Disease. Boston: 1922, p . 7. 
2 Bulletin of the Massachusetts Department of Mental 
Disea ses. Boston: April, 1924, p. 2 
3 Edgar c. Yerbury and Nancy Newell, The Development 
of the State Child Guidance Clinics in Mas sachusetts, p~ 5-6 
5 
The Division has grown and expanded considerably since its 
beginning, and these plans have been carried out with the 
exception of those clinics which are in communities available 
to Greater Boston. These so-called "community clinics" are 
affiliated more closely with schools and social agencies than l 
with medical centers. They not only serve the cities in 
which they are housed, but they also serve the surrounding 
community. 
The purpose of the clinics is to ufacilitate the child's 
emotional, intellectual, and social development in order that 
he may attain a more satisfactory adjustment to life 11 .4 
Other important functions of the clinic are to furnish 
opportunities for the. training of students from local schools 
of social work and to provide a resource of knowledge in the 
field of mental hygiene for schools, associations, and 
individuals. 
In order to study and treat the total personality of 
the child, each clinic has a professional staff consisting 
of psychiatrists, psycholog ists, and psychiatric social 
workers. Some of the clinics provide additional services 
for there are available to them specialists in speech 
therapy, remedial reading therapy, and occupational therapy. 
4 Commonwealth of Massachusetts, · Annual Rep ort of 
the Commissioner of Mental Disea ses for the Year Ending 
1938. Boston: 1939, p. 52 
6 
The clinic staff determines the extent of the services to be 
provided. Some of the children may receive only speech 
therapy, while others may be engaged in all the services 
offered. 
Other services provided by t he clinic as determined by 
the clinic staff may be merely diagnostic and consultative. 
In special cases referrals may be made to another agency 
that more adequately meets the need of the particular child. 
THE QUINCY CLINIC 
The Q,uincy Clinic is under state and community auspices. 
Community interest has resulted in the formation of the Child 
Guidance Association which serves as a link between the 
clinic and the community. The Child Guidance Association is 
one of the Red Feather agencies to which the Community Chest 
and Council contributes fUnds. 
At the clinic a psychiatric social worker has the 
initial interview with the parent of each child, and at this 
time information is acquired about the nat~re of the problem. 
A complete history is also obtained with special emphasis on 
the family situation. Following this the case is discussed 
by the clinic staff, and appointments are made to give the 
child various psychological tests. At the time of the dispo• 
sition of the case the clinic team also makes a provisional 
diagnosis. 
The psychiatrist at the Quincy Clinic feels that in all 
7 
cases both parents should be included in the treatment plan. 
Appointments are made, therefore, for both parents to come to 
the clinic to see either a psychiatrist or a psychiatric 
social wor:ker to determine the motivations of each parent 
for treatment. Following this the clinic staff meets for the 
final disposition of the case. If the staff then determines 
that success in treatment will require the involvement of 
both parents and the child, a discussion is held as to the 
particular goal of each individual involved. In some cases 
it may be felt that the father should be seen as needed so 
that he will know in what ways the clinic is providing 
services to the other two members of his family. 
If the staff feels that the father is the key figure in 
the case, they will include him in intensive therapy along 
with the mother and child. If the father in this case 
refuses to participate, the case is often closed; for the 
psychiatrist feels that unless both parents are willing to 
take the responsibility to help the child, prognosis is very 
poor. 
Assignment of roles by the clinic staff also takes 
place at final disposition. The psychiatrist will see that 
member of the family most in need of psychiatric help . The 
psychiatr:l.c social worker will see the other members of the 
family. At the Quincy Clinic there are both female and male 
psychiatrj.sts and female and male psychiatric social workers. 
8 
If at all possible assignments are made according to the 
needs of the client; i. e., if it is felt that a father will 
gain most therapeutically by seeing a male member of the 
staff, then this assignment is made. 
Timing is also important. Attempts are made to have 
both parents and child start treatment at the same time so 
that no member of the family will feel neglected or rejected 
and so that they all can feel that they are equally partici-
pating in their attempts to live with each other. 
The entire clinic staff cooperates in studying all of 
the asp ects of the family's life -physical, emotional, and 
social. During the course of treatment consultations are 
held by those staff members involved in a particular case so 
that a better understanding may be had of the movement in the 
case. 
' l 
Group therapy for the parents is also one of the service ~ 
provided by the Quincy Child Guidance Clinic. If the staff 
feels that the parents in a particular case can benefit 
therapeutically by participating in the group, the parents 
are prepared, and plans are made for them to become a part of 
the group. In some cases parents may be in both individual 
treatment and in group therapy. 
9 
CHAPTER III 
TRINITY TREATMENT 
A THEORETICAL DISCUSSION 
Trinity treatment, as used by the writer, refers to 
those cases in which both parents and the child are seen in 
therapy in a child guidance clinic. There has been little 
written on this subject because most child guidance clinics 
usually involve directly only two family members - the child 
in difficulty and the mother. In a critical evaluation of 
cases in a child guidance clinic, one's attention must be 
drawn to discovering those factors which have apparently 
influenced the therapeutic results. Most often goals in 
treatment involve a change in attitudes of the parent in 
treatment. When this is done, one's attention is naturally 
drawn to the parent who has not been included in the treat-
ment process. Mary E. Richards said: 
To some writers it seems rath er unrealistic to screen 
off within the clinic setting two members of a family 
and attempt to modifY the relations between them, with 
little thought being given to the other parrnt who may 
both affect and be affected by the results. 
1 Mary E. Richards, 11 When to Include the Father in 
Child Guidance", Smith College Studies in Social Work, 
V 14, 1948-49, P• 79 
10 
Frederick Allen substantiates this: 
The family can function only through the individual 
differences of its menmers, determined and lived in 
three ~asically related roles of father, mother, and 
child. 
When these differences are denied or erased even by one 
member of the group, the constellation essential for normal 
living changes; and confusion and chaos result. When an 
individual in a family fails to find value in being what he 
is and attempts to deny his own difference, he will attempt to 
live the role of another. The mother may attempt to be the 
father; or the father, fearful of his masculine status, 
exaggerates or denies the father role. This disturbance is 
often seen even in the so-called "normal home". Some degree 
of disturbance is inherent in the growth process of the child 
in any type of home, but its extent and continuation into 
situations requiring therapy is determined by the way indi-
viduals involved give meaning and value to the roles they 
must live. Thus we see that it is not only the mother-child 
roles that may be the source of difficulty, but 11 this 
difficulty may be related to _the functioning of the father in 
the new role assigned to him in the family drama 11 3. 
2 Frederick Allen, "Dynamics of Roles Determined in 
the Structure of the Familyu, American Journal of Orthopsy-
chiatry, 12:27, January, 1942, p. 128 
3 Ibid., p. 131. 
11 
In all child guidance clinics the dynamics of the 
family group are fully grasped to arrive at an accurate 
diagnosis. This is not enough; for, as Gordon Hamilton 
said, 11 The same dynamics must be fully utilized in treat-
ment11. 4 This can only be done by involving both parents. 
Wnat kinds of families do we usually see in a child 
guidance clinic? 
It is usually the precariously balanced, rejecting 
or neurotically tied family which is the classical 
pattern for the behavior problem and anxiety-ridden 
child.5 
Just as in the individual there may be internalized conflict 
which keeps the person from complete self realization, so the 
marriage of immature or partially mature persons, while they 
may offer adjustments to themselves, present many difficul-
ties to the children caught up in the resulting warped 
structure. It is these families which neither succeed nor 
fail and do not break up that become clients of the clinic. 
When the family presents itself to the clinic and a 
diagnosis is made, it is often seen that a shifting in roles 
and a change in attitudes will be a determinant of success. 
And as any change in the role of one member of the family 
has a decided effect on the entire group, it is necessary 
to bring in not only the mo~her and child, but also the 
father. 
4 Gordon Hamilton, Psychotherapy in Child Guidance, p. 275 
5 Ibid., p. 277 
12 
The objective in treatment in the child guidance clinic 
is to help parents to see the connection between their 
problems a nd the child's, and if improvement within themselves 
is not possible, perhaps to help them act out their conflicts 
in other ways. 
The worker, by helping parents to elaborate their 
attitudes, can ascertain how they feel about their 
roles as parents an d give them enough security in 
their parenthood so that they are willing to make 
changes. 6 
Lillian Beron, in her study of fathers who bring their 
ch ildren to child guidance clinics·, found that there are no 
indications that these fathers are adequate as fathers. They 
were usually the assured, dominant men; the submissive, very 
passive, ineffectual men; and the passive, submissive men 
struggling against their passivity. Of these the latter type 
was markedly predominant. 7 
Now we may consider the types of fathers one may find 
in the case load where the mothers bring the child. 
In any census of a guidance ca se load one will find 
the rigid, stern father, and the oversolicitous 
mother, the weak father and infantile mother, or the 
ineffectual father married to a woman who dominates 
the whole family ••. B 
6 ..!.21£·, . p 283 
7 Lillian Beron, "Fathers as Clients in a Child 
Guidance Clinic", Smith College Studies in Social Case Work, 
v. 14, 1943-44, p. 357. 
8 Hamilton, ££• cit., p. 277. 
13 
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Thus it can be inferred that whether the children are 
brought by the fathers or mothers or both parents to the 
clinic, the fathers of t h ese children are emotiona lly 
immature, passive or inadequate. These fathers necessarily 
cannot be good parents because the child in his growing up 
must be able to ~stinguish the definite father and the 
definite mother roles played by the proper parent. This is 
what enables the child to distinguish between masculinity and 
femininity . If this distinction is not clear to him, there 
is failure to supp ly the child with the essential support and 
direction he requires and receives from a father and mother 
functioning normally in their own roles. If t h e male child 
has no masculine, aggres s ive figure with whom to identifY, 
the child will be in conflict as to his concept of self and 
will find it difficult to attain emotional maturity. This 
will show up in either withdrawal or behavior difficulties. 
The female ch ild in a similar situation will have 
similar conflicts, hers being primarily that of a g irl who 
grows up wit h no father. English and Pearson wrote that the 
son of a weak father develops exactly the same 'personality 
difficulties a s the son of a harsh, rejecting father. The 
child beg ins to find pleasure in being submissive; and. even 
if the submission brings with it a certain amount of pain, he 
puts up with it. 
14 
The passive, s.ubmissive, fawning attitude from 
which he obtains pleasure gradually produces a 
fe minine orientation to his father, i.e., this 
f eminine orientation, instead of leading the 
boy to identify with the father's masculine 
traits, and so growin§ into a man, produces just 
the opposite effects. 
A girl will react to the weak father just as the boy reacts 
to the weak mother. Because the father is weak and ineffec-
tual and often over-indulgent, the girl anticipates that she 
will be victorious in her strugg le with the mother for the 
father. But the girl, recognizing the weaknesses in the 
father, has no desire to assume the feminine role in order 
to keep his love, and is in conflict over masculinity and 
femininity. 
One of the greatest barriers to the success of treatment 
is the parents' orientations to themselves and to their 
children. The preference of the ego to use well tried 
techniques rather than to lear·n new ones is most evident in 
persons past middle age, who often can receive little real 
benefit from psychotherapy. The clinic staff must ask them-
selves when setting goals in treatment, whether the parents 
can bear separations that may be required, not only by the 
therapeutic process, but by the demands of their everyday 
reality; can the parents allow a child to have a real part 
9 o. Spurgeon English and Gerald H. J. Pearson, 
Emotional Problems of Living, pp. 108-112. 
I L:_ 
in the solution of their problems, and possibly break up the 
1
, 
more complete responsibility they have taken for the problem 
and the child; can they assume responsibility for the part of l 
the problem that may belong to them and work on it in their 
relationship with the social case worker? Some parents may 
not be able to investigate areas that spread out over their 
entire adult lives. In order to handle this the clinic set-u ' 
should be so defined that the social case worker will be able 
to offer supportive therapy and allow the parent to work in 
the area dealing with the specific problems of the child. 
This type of support can be given to fathers in the areas in 
which they are functioning most adequately and in that way 
minimize those areas in which they are not functioning as 
successfully. 
Douglas A. Thorn has commented on .the cultural aspects 
of many present day homes. He said: 
One of the most pathetic situations in family 
relationships is the "fatherless household". 
By this, not the dead father, divorced or sick, 
etc., but rather one who finds his business, his 
golf, his club, in general his professional or 
social obligations so engrossing that the family 
is denied his companionship. In such cases, 
children are absolutely dependent on mother. 
It is particularly rillrd for boys after five years 
of age. It is safe to say that the father who fails 
to establish an interest between himself and the 
child, to get the spirit of companionship, to make 
himself felt a necessity in the child's life before 
five, will probably never do so. Children are quick 
to recognize fun for the sake of fun, from which the 
parent and child get real satisfaction, and the 
16 
indi.ffer.ent : eff.orts: made by adults to carry o'tt a 
task as a duty that bores them. Such an association 
not only bores the parent but also the child. [ 
Many fathers provide children with all the material 
things, thinking perhaps all the time that so~e day 
when the child gets a little older, t h ey will ltak e 
time to get acquainted. The child grows olde~, and 
as he grows personality develops, he t ak e s on !new 
habits and traits, his thoughts and feelings become 
crystal lized into ideas. Thes e ideas are permanent 
possessions, and among them are ideas concerning 
parents. Father symbolizes everything that is good. 
Mother sings his praises. 'l1he child is told &bout. 
how brave, kind, and wonderful he is. It is 9ften 
vague - like church and Santa Claus. The child wants 
to find out more about dad. vVhat does he do? I How · 
does he act? Would Dad be interested in his toys? 
It is g iven to many to own children but to fe~ to 1 know and understand them and be companions to / them. · 0 
Douglas Thorn further states t h at: 
Mothers are responsible in part where the gul~ between 
the child and father exists. The stern and rigid 
father and an over-solicitous mother is not uhcommon. 
This father is frequently the creator of the [bhild 
who feels inadequate and inferior.ll 
I 
Bossard and Boll add to this: I 
The father-dominated home is apt to be more damaging 
than the mother-controlled home. First, it i ls 
becoming to be sort of a cultural lag, a hang!over 
from a patriarchial pattern. Now, the submislsive 
mother is more apt to become marked than the 
1
sub-
missive father, who is able to escape for mos,t of 
the day. Also, children form their first tie
1
s with 
the mother, and in this case the mother is an 
inefficient, docile personality, one who submits 
necessarily and can compensate only through tier 
children. She must attempt family disciplin~ but is 
denied the ch ildren's respect for her commands through 
interference and over-ruling through the father. So, 
I 
I 
10 Douglas A. Thorn, Ever yday Problems of the 
Everyday Child, pp. 46-47. 
11 Ibid., p. 37 
17 
' I 
inconsistency occurs and the child can run to [ mother 
for protection 2et disregard her when it suit's 
their purpose. 1 . I 
Mildred Burgum in her study of four cases in a child 
I 
I 
guidance clinic said: i 
! 
I The phenomenon often occurs • . • the mother 1gets 
better, the father gets worse ••. The pres~nting 
problem is primarily concerned with the profound 
antagonism between mother and child • . • Th~ 
father, on the other hand • • • has taken th~ role 
of the child's protector • • • and sometimes itakes 
over ••• a large share of the maternal car~.l3 
In the four cases she studied Mildred Burgtim discovered 
I 
I that as the mother responds to treatment, the f .ather responds 
I 
by taking over ImlCh of 'the original rejection mt nifested by 
his wife. She discovered certain common featur+s in the 
parents themselves. The mothers are aggressive iwomen who 
. ! 
I 
dominate the family and usually associate. femininity with 
I 
submission. They either overtly or secretly strive for 
mas ·culine roles. The fathers are dependent, immature, and 
I 
inadequate. Both parents show considerable conflict over 
I 
accept ance of their sexual roles. The mothers pend to 
dominate and act out masculine drives, while the fathers tenc 
. I 
toward attit udes of dependency and infantilism. ! Treatment, 
I 
I 
12 James H. s. Bossard and Eleanor s . B'oll, Family 
Situations, pp. 144-5 
13 Mildred Burgum, 11 The Father Gets Wor~se: A Child 
Guidance Problem11 , American Journal of Orthopsychiatry, 
12:27, July, 1942, pp. 474-475 
18 
when centered on the mother-child relationship, disturbed the 
dynamics and realigned the intra-familial forces!. The 
~mproved relationship between mother and child i bmediately 
threatened the father, because it activated his bwn latent 
aggression against the child. Mildred Burgum fe l t that 
• • • taking t h is type of father more into tn1 
reckoning in treatment plans might be conduci~e 
to bringing about not only amelioration, but 1 
more fundamental change in the family sy~ucture, 
and therefore, the health of the child. 
14 Ibid., p. 485 
19 
CHAPTER IV 
GENERAL CHARACTERISTICS OF THE GROUP 
Before presenting and evaluating the case rraterial, some 
information about the group as a whole is desirable. 
TABLE I 
AGE AND SEX DISTRIBUTION 
Age at Number of Number of Total 
Referral Males Females 
4 0 1 1 
5 1 0 1 
6 4 1 5 
7 3 0 3 
8 2 0 2 
9 2 0 2 
10 2 0 2 
11 2 0 2 
12 1 0 1 
Total 17 2 19 
Seventeen of the nineteen cases studied we e boys. 
Although more boys than girls do attend the clif ic, the 
difference is not this great. In the year betwr en July~ 194 ' 
and June 30, 1950 there was a total of one hundred and 
thirty-four cases referred to the clinic. Nine~y-six of 
these, or approximately seventy per cent, were t oys; and 
thirty-eight, or approximately thirty per cent, were girls. 
The cases studied in this thesis show ninety per cent boys 
20 
and ten per cent girls. The mode of this group is at six 
years, and the next largest group is at seven years. The 
writer feels that one reason for this cluster is that the 
child's problems become more apparent to the parents when he 
fails to adjust to school. 
Age 
25-29 
30-34 
35-39 
40-44 
45-49 
. Total 
TABLE II 
AGE OF PARENTS 
Father 
0 
3 
8 
6 
2 
19 
Mother 
2 
8 
6 
2 
1 
19 
The age of the parents ranged from twenty-seven to 
forty-six. Fourteen of the nineteen fathers were in the 
group between thirty-five to forty-four, and fourteen of the 
nineteen mothers were in the range between thirty and 
thirty-nine. The writer believes that the age range of the 
fathers is significant when seen in relation to the age range 
of the children. Ten of the nineteen children were seven 
21 
years of age or under (see Table I). The fathers, as they 
enter their forties, are becoming more rigid and set in their 
patterns of behavior with a strong tendency to use well tried 
techniques, rather than to learn new ones. Also, at this age 
there is a tendency in our culture to look at oneself as 
having reached a stage in life when the future will hold 
diminishing returns. The writer believes that this may lead 
to a lack of assertion and aggression on the part of the 
father and thwart the child's attempts to be aggressive in 
that he does not have a satisfactory, aggressive, male, 
identificatory figure. 
TABLE III 
Problem 
Speech Difficulty 
Disciplinary Problems in the Home 
Poor School Adjustment 
Temper Tantrums 
Thumbsucking, Enuresis, Phobias, 
Nail Biting, Nightmares 
Psychosomatic Ailments 
Total 
Number 
6 
5 
7 
2 
8 
1 
29 
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Some of the children presented more than one problem at 
referral. It is interesting to note the additional problems 
as revealed after psychiatric interviews. 
TABLE IV 
ADDITIONAL PROBLEMS REVEALED AFTER PSYCHIATRIC INTERVIEVVS 
Problem 
Daydreaming 
Food Capriciousness 
Sibling Rivalry 
Poor Socialization 
Phobias~ Nightmares1 Enuresis 
Temper Tantrums 
Total 
Number 
3 
6 
6 
9 
6 
4 
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Some of the children presented more than one of these 
problems after psychiatric interviews. Many of the problems 
revealed after pswchiatric interviews dealt with the child's 
capacity to form relationships in the home or with other 
children as revealed by the predominance of incidence of poor 
socialization and sibling rivalry. Food capriciousness may 
also be a form of rebellion. 
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TABLE V 
MO'rHERS ' ATTITUDES TOVVARD INCLUSION OF FATHERS IN 
TREATMENT PLAN 
Total 
Seemingly 
Approving 
10 
Somewhat 
Opposed 
7 
Overtly 
Opposed 
2 
Ten of the mothers s eemed to want the fathers included 
in the treatment plan, and only two openly expressed disap -
proval. Seven of the mothers did not object, but felt it was 
not necessary to include the father. 
TABLE VI 
PRESENT STATUS OF CASES STUDIED 
Parents in Both Parents Mother and Cases Cases 
Group and and Child in Child in Closed as Closed Because 
Individual Treatment Treatment Parents Father Refused 
Treatment Withdrew to Participate 
2 11 2 5 1 
Five of the nineteen cases were closed as both parents 
withdrew fro~ treatment . In two cases only the mother and 
child are being s een at the clinic , as the father was not 
willing to cooperate. In one case, treatment was t erminated 
because of the father's refusal to participate in the 
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treatment plan. In two cases, the parents are participating 
in both group therapy and individual treatment. 
TABLE VII 
CASE CONFERENCES AND CONSULTATIONS 
No. of Conferences and 
Consul tat ions 
Total 
2 
3 
4 
5 
6 
No. of Cases 
3 
7 
3 
3 
3 
19 
Numerous conferences were held in regard to the status 
of individual cases. Some of the conferences were with the 
entire staff, while others involved only those members of the 
staff who were actively involved in a case. From contact wit1 
members of the staff, the writer discovered that many con-
ferences were held in regard to an individual case that were 
not recorded in the case material. 
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TABLE VIII 
ASSIGNMENT OF STAFF ME:MBERS IN RELATION TO 
HIS SEX AND SEX 0 F PARENT 
AND CHILD 
Seen in Clinic· by: 
Parent Male Female Male Female Total 
and Child Social Social Psychia- Psychia-
Worker Worker trist trist 
Father 7 5 7 0 19 
Mother 5 13 1 0 19 
Male 
Child 4 2 11 0 17 
Female 
Child 0 0 1 1 2 
Total 16 20 20 1 57 
In the nineteen cases studied~ fourteen of the fathers 
were to be seen by either a male psychiatrist or a male 
social worker, thirteen of the mothers by a female social 
worker~ and eighteen of the children were to be seen by a mal 
psychiatrist. One girl was seen by a female psychiatrist. 
Marital Situation: In regard to the marital situation 
in each home, the following facts were based on what the 
parents aaid about their marriages. In fifteen of the 
nineteen homes, the parents felt that the marital situations 
were harmonious. Of the four where there appeared to be some 
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discord, none of the parents admitted any serious friction. 
One case was a second marriage for the father. Friction may 
have existed in other cases, but was concealed, or, as the 
writer believes, displaced on to the children. Behavior 
displayed by the children in homes where there appeared to be 
some discord, differed in no way from the behavior of growing 
up in so- called harmonious settings. 
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CHAPTER V 
CASE PRESENTATION 
In a child guidance clinic one becomes aware that one 
is dealing with mixed types of parents, much ambivalence, and 
all degrees of parental capacity. The writer's purpose in 
presenting these case analyses is to consider in them the 
roles played by parents so as to determine what types of 
fathers are involved in intensive treatment at the Quincy 
Child Guidance Clinic, and how this may be related to the 
child's symptomatic behavior. Also to be considered are the 
social case work f a ctors in the cooperative effort that is 
essential when both parents and the child are in intensive 
treatment. 
There appears to be two categories according to paternal 
characteristics. These cases are grouped according to the 
following classifications: 
l. Stern and domine ering fathers--five case s. 
2. Weak, passive, ineffectual fathers--fourteen cases. 
Under the classification of stern and domineering 
fathers, the writer includes that type of father who appears 
to be the dominant, controlling parent in the home. He is 
harsh and strict in his discipline and usually not 
emotionally involved with any members of the family. 
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In the classification of weak, passive, ineffectual 
fathers, the writer includes that type of father who has to 
repress his feelings of hatred toward his child. He usually 
is incapable of applying discipline because he fears he will 
not be able to control himself. He is usually over-protectivJ 
of the child and cannot understand the child's negative 
reaction to his over-protection. Often he is rejecting of 
aggressive behavior in the child. If he does attempt 
discipline, he is often caught in his own conflict in I 
relation to the expressj_on of aggression; and this may result I 
in negative expression. In his relationship with the child, 
the father often exhibits a pattern of immaturity and 
infantilism. 
It will be evident that the categories are an over-
simplification of types of fathers. In the cases presented 
t~e types are not as clear cut and illustrate much more than 
is indicated by the category to which the case was assigned. 
The writer has selected for case presentation those cases 
that are most representative of the group. There were five 
cases that appeared to be in the category of stern and dom-
ineering fathers. The writer will illustrate this group by 
presenting in detail two of the cases. 
William was first known to the clinic when 
he was five years old, at which time he was 
referred for a speech difficulty, stammering. 
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The speech therapist felt that attention should 
not be brought to bear upon the speech difficulty 
for fear that it might be accentuated. The 
psychiatrist felt that the patient would benefit 
by occupational therapy to aid him in aggressive 
expression. But the mother did not avail herself 
of this opportunity, and the case was closed. 
The source of referral was a friend of the family 
who knew about speech therapy at the clinic. 
The case again became known to. the clinic when 
the patient was ten years and nine months old 
with the same problem of stammering. Further 
problems revealed at the intake interview are 
food capriciousness and daydreaming. William is 
an attractive, red-haired boy with a very friendly 
manner. He is a child of superior intellectual 
capacity performing at high average at all levels. 
He is the middle child in the family, having an 
older brother and younger sister. 
His mother, age forty-one, is very defensive of 
the patient and feels that the only problem is 
his stammering. She feels strongly that the child 
is in no way to be made to feel that he is 
different. She is convinced that the stammering 
is hereditary, since both her brother and an 
uncle on her side stammered as children and both 
outgrew it in later years. The mother works hard 
at keeping up the part of extreme refinement and 
has considerable difficulty in expressing hos-
tility. She is unable to accept the emotional 
component in the patient's speech difficulty. 
The father, age forty-two, is a passive-aggressive 
man, quite impatient with his son's difficulty. 
He is affable on the surface, but guarded and 
resistant in his relationships. He cannot under-
stand how his inclusion in the treatment plan 
would help the patient with his speech difficulty. 
He denies any problem of emotional adjustment, 
feeling that the patient is a good socializer and 
receives much affection in the home. He feels 
that the patient should have no problems because 
everything has been done for him and his home is 
ideal. The father maintains a rigid pattern in 
the home and cannot see why there should be any 
difficulty. This pattern follows the form of 
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treating all the children alike and not 
becoming emotionally involved with any of 
them. 
The psychiatrist feels that both parents should 
be seen to prepare them for the emotional 
basis of stammering. The father is to be 
included in intensive treatment with the goal 
of breaking down his rigid pattern in the home 
by the therapist's showing his acceptance of 
the father's emotional expression. The mother 
is to be helped to overcome her resistance to 
the idea of an emotional basis to the diffi-
culty of the patient and to gain insight to her 
over-protection of the patient, which is based 
on her feeling that the patient's trouble is 
hereditary. 
Comment and Interpretation: 
The patient's stammering appears to be symptomatic of 
his guilt over his aggressive feelings, which he cannot 
express because of the father's need to be dominant in the 
family. The father projects responsibility for the difficult 
onto the mother, whom he feels to be an anxious, tense 
person and not as capable as he in keeping control in the 
home. 
Because the patient has not developed as the father 
wished, the father is apparently rejecting of the boy and 
speaks with much hostility as to his son's stammering and 
forgetful behavior. He is also resistant to treatment, for 
it means an admission of his loss of control; i.e., to seek 
help would be admitting that he could not handle the 
situation. 
The father was seen by a female social worker, the 
31 
mother by a male social worker, and the patient by a male 
p~chiatrist. The purpose of these assignments for the 
father to be able to form an acceptable relationship with a 
female figure and the mother, with a male figure. This 
appeared to be an area of poor adjustment with the father, 
for he felt women to be inadequate and too emotional. At the 
same time, he would be encouraged to express his feelings 
and still feel that he would not be weakened by doing so. 
Neither parent could accept the emotional basis of the 
difficulty. The fa t her kept only two appointments, and the 
mother also stopped keeping appointments. As both parents 
withdrew from the clinic, the case was closed. The fact that 
two relatives were also- stammerers as children and grew out 
of it would not allow the parents to give up their present 
defenses and accept p~chiatric help. 
The second case is that of Peter, who was five years 
and eleven months when referred to the clinic 
because of his refusal to attend school. The 
school was the source of referral. He is an 
active, good looking boy, and very sociable. 
~ben he had difficulty in recognizing a few 
words in school, he refused to attend any more. 
Other problems revealed during the course of 
treatment are nightmares and phobias. The 
boy is of superior intelligence. There is a 
younger male sibling in the home. 
His mother, age thirty-three, is an attractive, 
appealing, intelligent woman, very tense and 
apprehensive. There is much discord in the 
marital situation, and in the past the mother 
has threatened to leave the home. The patient 
bas heard the parents quarrel and the mother's 
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threats to leave the home. The mother is 
over-solicitous of the patient and shows him 
much attention. She projects much responsibility 
of the patient's problems on to the father thus 
justifying her need to be protective of the 
patient. The mother is very self sufficient 
and much more capable in her total personality 
than the father. 
The father, age thirty-five, is very inadequate 
and immature in most areas of his functioning. 
He is resistant to the clinic and feels that 
all the patient needs is physical punishment. 
The father tends to take an opposite point of 
view from the mother in all matters in the home. 
He has been completely rej. ect~ng of the patient 
from the time of conception, suggesting that 
the mother have an abortion for he didn't want 
a child. The father was in service duri~~ the 
mother's pregnancy. The father never got along 
well with his father, and they still quarrel a 
great deal. He is easily affected by criticism 
and does not like to socialize. He becomes 
easily offended by remarks of other people and 
has left a yacht club to which he belonged 
because of remarks made that he could not accept. 
He often comes home from work very irritated 
because of things said by other workers. The 
father is not a steady worker and is in~ature 
in the ways he handles his income. When out 
of work, he wanted to buy a car; and after 
getting a job, he spent his firBt week's pay 
buying new clothes for himself. He resents 
any superiority and success on the part of the 
mother. The father believes the patient is 
ill mentally. 
The psychiatrist feels that both parents should 
be included in treatment, with the father and 
child being involved in intensive psychotherapy. 
The father is a perfectionist with a great deal 
of unconscious hostility. He feels that people 
are trying to attack him, and his aggressive 
behavior is a defense against attack. The mother 
was to be seen in supportive treatment so that 
she could handle the father's disturbing behavior 
as unconscious material was uncovered in psycho-
therapy. 
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Comment and Interpretation: 
The patient's refusal to go to school appears to be 
symptomatic of his fears of leaving his mother. The patient 
seems to fear the father is coming between him and his moths~ 
He cannot be aggressive, for to be so would bring the 
father's disapproval. 
The father is rejecting of the patient as he himself 
was rejected by his own father. He cannot accept this child 
for he arouses all the hostile feelings the father has about 
his own father, and he projects these feelings on to the 
child. The father expects too much of this child, physically 
and is disappointed in his not being aggressive. He is also 
immature in his responsibility as a father; and often when 
playing with the patient, he will strike him if the patient 
arouses his ire. The father acts almost as a sibling rival, 
for he cannot tolerate the mother's paying attention to the 
patient. He wants affection from the mother in the same way 
that the patient wants it. He is threatened by the mother's 
self-sufficiency and his own dependency needs. 
The father is seen by the male psychiatrist as lB ·the 
patient. The mother is seen by a female social worker. 
During the course of treatment, the father's behavior has 
fluctuated from extreme aggressive behavior to a very coop-
erative, pleasant relationship to the mother and to the 
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patient. The mother has b een g iven interpretation as to t h is 
type of behavior which she has managed to cope with fairly 
well. As the father has come to grips with the basic sense 
of his rejection and inadequacy and with the concept of 
himself, the mother has had to bear the brunt of his anxiety. 
This anxiety is a reactivation of his earlier experiences 
that has come to the surface in the father's relationship 
with a male psychiatrist. 
The psychiatrist has diagnosed the father as a 
character neurotic, and feels that the disturbance pervades 
his entire personality. This type of neurosis is difficult 
to treat and prognosis is poor. Some progress has been made 
in getting the parents to understand each other; but because 
of the poor marital situation, it is expected to be only 
temporary. This case is still in active treatment. 
The other three cases in this group found the fathers 
resistive to treatment. In one case the father has attempted 
to deal with his seven year old son's speech difficulty by 
drilling him in speech. He is also stern with all his 
children, because of his own delinquent behavior as a youth. 
Thus he has to be rigid in his relatio nship with the patient 
and his other children, for a ggre ssion me ans delinquency to 
him. The mother is weak and ineffectual and has little 
insight as to the emotional basis of the patient's problem. 
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Both parents are resistive to treatment. The mother continue J I 
in treatment, but the father droPPed out. The patient's 
infantile speech appears to be symptomatic of his fears to 
grow up. It appears that success in this case is dependent 
on a change in the father's attitude, but treatment continues 
with mother and child. 
In a second case, the patient, a six year old boy, was 
referred for stuttering. Both parents agree that the father 
is feared by the children, and they obey him because of this 
fear. The mother appears quite helpless and says she had 
f e eding and discipline problems with all the three children. 1 
Neither parent can accept an emotional basis for the patient' ~ 
problem and the case was closed as both parents withdrew II 
t h eir request for treatment. The interpretation in this case II 
is similar to the case above. The important problem is an 
emotional one which would require the cooperation of both 
parents. The clinic was left open to them to return if they 
again feel the need to use its services. 
The third case is that of a twelve year old boy whose 
psychological report indicates a passive dependent personality, 
He daydreams of achievement, is nervous, finds it difficult 
to concentrate, and can't relax. The father is a "self-made 
man", rigid and stern in his relationship with the patient. 
He b:elieves the patient cannot distinguish between uright and 
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wrong", and is disturbed that he has no influence over the 
patient. The mother is described as an obsessive compulsive 
type. Both parents are seen, with most of the emphasis on 
getting the father to do things with the patient rather than 
for him. The father, as is his pattern, is very demanding 
of the clinic and is finding it difficult to give up his 
rigid pattern. Both parents are still in treatment. The 
father is seen at regular weekly intervals; the mother is 
seen regularly but less frequently. The father uses his 
demands on the agency as a cushion to help him give up some 
of his rigid patterns. 
There were fourteen cases that appear to be in the 
category of weak, passive, ineffectual fathers. The writer 
will illustrate this group by presenting in detail eight of 
the cases. 
The first case of the second group is that 
of Walter, who was eight years and one 
month old when referred to the clinic by 
the family doctor for bedwetting, thumb-
sucking, nailbiting, and nightmares. He 
is an active, attractive, robust young boy, 
very manly in his appearance. His aggression 
is described as being in the form of passive 
resistance and negatavism. Other problems 
revealed in p~chiatric interviews are eating 
difficulties and behavior problems. The boy 
is of average general intelligence. There 
are two younger siblings in the home. 
His mother, age thirty-three, is a neat, 
rather prim appearing woman, prematurely 
gray. She gives the impression of having 
been brought up with strict standards. She 
is unable to tolerate any feelings of 
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hostility and aggression and tends to put 
emphasis on niceness and propriety. She 
is a compulsive type person, and shows 
much concern as to what other people will 
think of her if she expresses any emotions. 
She is embarassed by the patient's behavior, 
feeling that any aggression on his part is 
a poor reflection of her as a parent. 
The father, age thirty-four, is an extremely 
neat, rather feminine man, very much a 
gentleman. The father is also a compulsive 
type, and both parents have a strong bond 
with each other as to their roles in the 
family constellation. Although the father 
cannot express hostility or aggression, he 
is overtly rejecting of the patient because 
he has attained a negative response in 
attempts to please the patient. Like the 
mother, the father finds it difficult to 
express positive feelings and emotions. He 
can reject the patient only when he can 
intellectualize his feelings in accordance 
with the patient's negativistic behavior. 
Both parents are eager for help from the 
clinic; although, because of their compul-
sive patterns of niceness and propriety, 
they feel resistant about coming to the clinic 
and feel that psychiatry is a form of disgrace. 
They seek a physical basis for the patient's 
symptoms, and came to the clinic only at the 
suggestion of their doctor when he felt that 
the symptoms had an emotional basis. 
The psychiatrist feels that both parents 
should be seen in intensive treatment, with 
the goals of getting the father to accept 
his own feelings of aggression and hostility 
so that he can then accept these feelings in 
the patient. The mother is to be seen in 
supportive therapy to enable her to better 
accept aggression in the male members of the 
family. 
Comment and Interpretation: 
The patient seems to have a need to retain his early 
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passive-receptive ways of gaining pleasure. He yearns for 
the freedom of infancy, and wants to avoid growing up. The 
patient cannot be aggressive in a positive way, for he fears 
it will cause parental desertion. 
Apparently the negativistic aggression as presented by 
the patient could not be accepted by the parents, who have 
repressed their own aggressions. The father does not help 
the patient develop; for to mature is to be aggressive, and 
the father frowns on aggressive behavior. Thus it appears 
that this father is a key figure in the treatment process. 
He must provide for the patient a more aggressive masculine 
identifying figure. 
The mother is seen by a female social worker, the 
father by a male social worker, and the patient by a male 
psychiatrist. These assignments were purposely made in order 
that each person involved in treatment can form a relation-
ship with a figure with whom he can gain support in his 
masculinity or femininity-and aggression or passivity. 
This case is still in . treatment, and the parental roles 
are becoming more clearly defined. Neither parent is 
resistant. This may be due to the timing as all became 
involved in treatment at the same time and could feel 
equally responsible and accepted. As difficulties arise, 
they are discussed at the weekly interview appointments. 
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The second case in this group is that of Sandra, 
who was referred to the clinic by the family 
doctor when she was four years old as a dis-
ciplinary problem. She is a small, attractive, 
intelligent child, very much in control of 
the clinic situation. Other problems revealed 
in psychiatric interviews are temper tantrums, 
sibling rivalry, poor socialization, excessive 
interest in sex, and phobia about noises. In 
psychological testing she showed superior 
intelligence. There is a younger male sibling, 
age t wo. 
Her mother, t wenty-seven years old, is a small, 
attractive woman who cannot accept her lot in 
life. She is an intelligent woman, who 
believes that she can offer more than just 
being a housewife. She appears to be emotionally 
immature, and there are many flare-ups between 
her and the patient similar to that of a 
rivalry between two siblings. Whereas the 
patient can show aggression and hostility through 
her t emper tantrums and fighting with her brother, 
mcther is unable to find a suitable outlet for 
her feelings and thus becomes anxious and has 
frequent headaches. 
The father, age thirty-one, is a tall, poised 
man, with a quick sense of humor. He is anxious 
to cooperate in the treatment plan. He recog-
nizes the rivalry between the patient and his 
wife, and enjoys the conflict. He enjoys his 
position in the home, much as an adolescent 
enjoys two girls seeking his love and affection. 
His immature attitude is s een as one of the 
sources of the patient's conflict. The father 
looks upon the mother and the patient as being 
just alike, and cannot understand wby the,r don't 
get along. The father's affection for the 
patient appears to be one of seduction, and he 
refers to her erotic appeal. 
The psychiatrist feels that both parents should 
be included in treatment, with the goal of 
getting ~hem to accept a more mature emotional 
relationship with each other, so that they will 
hot use the patient as an expression of their 
unconscious infantile needs. 
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Comment and Interpretation: 
Neither patient nor mother appears to be able to accept 
her femininity, and both are ambivalent as to their roles in 
life. The patient appears to be acting out the mother's 
unconscious by using temper tantrums and being in extreme 
rivalry with the male sibling as a means of expressing 
aggression and hostility . Because of her ambivalence as to 
her function as a girl, the patient seems to use her 
femininity in a seductive manner in order to control the 
father. The father seems to h ave encouraged this rivalry 
between the patient and the mpther for his affection. His 
immaturity led him to be aggressive in this infantile way. 
He needs love and affection, but cannot attain it in a 
mature manner. 
The mother is seen by a male social worker , the father by 
a female social worker, and the patient by a female psychia-
trist. This allows them each to form a mature emotional 
relationship with a male or female figure which they hadn't 
been able to do in the past. 
This case is still in treatment. The marital relation 
fluctuates from harmony to discord possibly because of the 
infantile and immature actions of the par ents. The mother 
left the clinic temporar ily to get psychiatr ic help fpom a 
pPivate psychiatrist. The father continues in treatment and 
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has followed an immature pattern in his relationship with 
the female worker, i.e., seeking to please her to gain her 
affection. 
The third case in this group is that of Thomas, 
who was five years old when referred to the 
clinic by his school. The problems at referral 
were thumbsucking, temper tantrums, and poor 
socialization. Other problems revealed during 
psychiatric interviews are shyness and sibling 
rivalry. The patient is described as an 
attractive, well built boy, with an iru~ibited 
manner. The mother says he does not pl~ well 
with children his own age and that he 11 idolizes 11 
an eleven year old girl in the neighborhood 
who dominates him. He is afraid to try anything 
new and will not do anything unless he can do 
it well. At home the patient likes to play with 
dolls and will not share his toys with the 
other children. The patient is the oldest of 
three siblings, there being a younger brother and 
sister in the home. He is of high average, 
general intelligence, almost at the superior 
level. 
His mother, age twenty-nine, is a neat, attractive 
woman, very anxious and tense. She seems to 
have no emotional identification with the patient 
and shows no more than a casual reference to the 
siblings. She is troubled by her own behavior, 
but makes no attempt to understand it. By a 
process of intellectualization, she is overtly 
rejecting of the patient, using his symptomatic 
behavior as a justification for her rejection. 
She says that the patient is "a provoking child 
and wants to have her own way 11 • The mother 
felt that the father would not participate in 
treatment and was resistive to his inclusion. 
There appears to be resentment to the father 
because of his having such little contact with 
the family. 
The father, ~e thirty-three, ~ends little 
time in the home, devoting most of his time to 
his work. Although he functions adequately 
outside of the home, the father is unable to 
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become emotionally involved with his family. 
He attends night school and does night work 
in order to better himself at his place of 
employment. He was seen ·once at the . clinic 
and rejected treatment after this interview. 
The psychiatrist feels that both parents mould 
be included in the treatment plan, for it is 
evident that they are both projecting their 
feelings of inadequacy on to the patient. 
Their marital relationship seems to be an 
immature one, and neither parent can accept 
his role as a parent. The goals in treatment 
are to support the father's and patient's 
aggressive, masculine drives and to help tr£ 
mother overcome her feelings of inadequacy. 
The father seems to feel that he only has to 
provide for his family materially, and uses 
his desire to achieve at his work to avoid 
his emotional role in the home. 
Comment and Interpretation: 
The patient's symptomatic behavior seems to be an 
expression of repressed aggression. He appears to be in 
conflict between masculine and feminine roles, and will be a 
man because people expect him to be and not because he wants 
to be. Thus, he does not know how to handle his aggression. 
It is becaus e of this diagnosis that it is important to have 
the father included in the treatment plan; for the father 
must provide for the patient a positive way of expressing his 
repressed aggression. Also, seeing both parents in treatment 
at the same time may help ·them to gain .8:.' more mature 
relationship with each other and so possibl~ allow the 
patient to develop more normally. 
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The mother was seen by a male social worker so that she 
could experience a satisfactory relationship with a male 
figure that might have supported her rather than tried to 
enhance her feelings of inadequacy. The patient and father 
were seen by a male psychiatrist, because seeing -- a female 
worker might have brought about a repetition of earlier 
relationships to female figures where their aggressive and 
masculine tendencies were not given the_opportunities for 
expression. 
This case was closed when the father rejected treatment 
after one interview. The clinic staff felt that neither 
parent was properly motivated for treatment, and that the 
source of the patient's difficulty was in the parents' 
immaturity. Three weeks after the case was closed, the 
mother wrote a letter to the clinic stating that she now 
realized that the patient's problems were "over-emphasized in 
her mind11 and that the difficulty was in the marital 
situation. She and her husband believed that now each of 
them had a better understanding of themselves and their 
problems, and she thanked the clinic for their assistance. 
It is possible that the clinic's insistence that both parents 
be involved in treatment had a therapeutic effect, for the 
parents realized that they had to solve their problems before 
they could expect the patient to give up his symptoms. 
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The fourth case of group two is that of Charles, 
who was seven years and seven months old when 
referred to the clinic by the fawily doctor 
for speech. He lisps and has a clumsy tongue. 
Charles is described as a nervous and very 
irritable boy with little patience in anything 
he does. Other problems revealed during intake 
are an asthmatic condition which he has had 
since he was one year old, eczema which he has 
had for several months prior to the onset of 
asthma, and occasional bedwetting. Projective 
psychological tests placed him in the dull normal 
group. The tests suggest possible organic 
impairment, and this was substantiated by an 
electro-encephelogram. He is an attractive, 
appealing boy, very talkative in spite of his 
speech defect, which makes it difficult for him 
to be understood. There are two other siblings 
in the home - a brother, three years older, and 
a sister, three years younger than the patient. 
His mother, age thirty-five, is a short, plump, 
talkative woman. She is described as being anxious 
and tense and over-protective of the patient. 
She is unable to show hostility, and accepts her 
difficult position in the home without any show 
of feelings. The father's working hours are 
varied, and the mother has to prepare meals at 
all hours. Besides this she has to keep the 
home dust-free because of the patient's asthmatic 
condition. While this situation has confin~d her 
to the home, she believes her present situation 
has provided her with much happiness. Her mother 
died when she was one year old, and at fourteen 
she was placed out of the home in a place where 
she worked for board. At sixteen she suffered 
a nervous collapse. 
The father, age thir ty-six, is a tall, slender 
man, prematurely gray. He is further described 
as being a mild, passive person, unable to express 
aggression and not wanting to play a masculine 
role in the home. He spends little time with 
the children and leaves much of the discipline 
to the mother, not wanting to become involved 
in any aggressive relationship with the patient. 
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He must maintain control of his feelings and 
emotions, for he feels that this expression 
is a sign of inadequacy. 
The psychiatrist feels that both parents should 
be included in treatment with the goal of 
bolstering the father's masculinity and encouraging 
his aggression so that he vdll be able to stand 
up to his wife and overcome her need to be 
over-protective of the patient. 'I'he mother is 
to be seen in supportive therapy so as to help 
her relinquish her control of the patient. The 
emotional component of the patient's asthma is 
to be explained to her so that she can see how 
it is used to control her. 
Comment and Interpretation: 
The mother appears to be rejecting of the patient, and 
covers up her guilt by over-protection. The patient's 
asthma may be an unconscious expression of resentment to this; il 
i.e., he is being smothered by the mother. The patient's 
speech difficulty may be symptomatic of his fear to express 
aggression. He also fears trying anything new, for he fears 
that he will be unsuccessful. The patient does not have an 
aggressive, masculine father with whom he can identify; and 
so he must remain attached to his mother, for to be 
aggressive would mean to leave his mother and lose her 
affection. The psychological tests seem to reveal an oedipal 
theme of love of mother, rather than hostility toward father. 
'l'he patient also seems to reveal a sadness motif which is 
typical of asthmatics. 
A critical point in the whole picture is the patient's 
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organic impairment. Although his whole personality is 
affected by this, he is able to function in academic areas at 
a dull normal level; and he plays well with other children. 
The actual affect of the brain damage on the whole personality 
cannot be evaluated, and by involving both parents in treat-
ment they may gain understanding of the patient's condition 
and help him develop to his fullest capacity. Also the 
parents can be helped to understand the patient's limitations. 
The father was seen by a male social worker, the mother 
· by a female social worker, and the patient by a male psychia-
trist. These assignments were made in accordance with the 
goals as set up by the psychiatrist. 
After his first interview, the father cancelled appoint-
ments and was not contacted again. He was resistive to treat-
ment which he expressed in his passive pattern by saying that 
he was anxious to cooperate. The case continues with the 
mother and patient in treatment so that the mother can under-
stand and relinquiah her need for over-protecting the patient 
and gain fuller understanding of the emotional component of 
the patient's asthmatic condition. It is felt that if the 
mother can release the patient from her control while the 
patient is still in a therapeutic relationship with the 
psychiatrist, partial goals in treatment can be reached. 
It is evident that the father's not participating may hinder 
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complete satisfactory adjustment in the family constellation. 
The fifth case of this group is that of Larry 
who was six years old when referred to the 
clinic by the family doctor for poor school 
adjustment. The case has been known to the 
clinic for two years. The mother and child 
were in treatment the first year and four 
months. The father was then brought into 
treatment. The patient is a large, overweight 
boy, very aggressive in his behavior, but in 
a negative way. He seems to invite hostility. 
He giggles and shows off a great deal and plays 
poorly with other children. Other problems 
revealed in the psychiatric interviews are 
temper tantrums and poor socialization. The 
boy plays with dolls and often takes his doll 
to bed with him. He also prefers to play with 
girls. The mother attempts to buy and arrange 
playmates for the patient. The patient is an 
only child. He is of average general intelligence. 
His mother, age thirty-fiv~, seems to be a 
domineering, aggressive woman who attempts to 
maintain control of the other members of the 
family. As the patient became less manageable, 
she came to the clinic f~r help. She feels that 
the patient's problem is her problem and resents 
inclusion of the father in the treatment plan. 
The mother describes the father as a quiet, 
passive man. He only 11 loses his tempertt at 
the patient. She is unable to accept ·her 
feminine role, and marital harmony is dependent 
on the father's remaining passive. 
The father, age thirty-six, is a tall, well 
built man, very passive, and at all times has 
a need to withhold his feelings and aggressions. 
The father is unable to cope with the patient's 
aggressive behavior; and there are many distur-
bances between the two, similar to disturbances 
in extreme cases of sibling rivalry. The father's 
only aggressive acts in the home are directed at 
the patient. Even in this area, he will often 
ttswallow his feelings". The father was in 
service from the time the patient was nine months 
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until he was three years old. Vfhen the father 
returned from services to take the mother's 
affection, both parents were irritated with 
the patient's demands for affection and this 
brought hostility and guilt from the patient. 
The psychiatrist feels that both parents should 
be seen in intensive treatment with the goals 
of getting the mother to give up dominance by 
developing a need to be tolerant with the male 
ego and its demand for freedom, and the father 
to feel freer to express his emotions and to 
be given support to play a more masculine 
aggressive role in the family. Both parents 
are intelligent and motivated for treatment. 
Con@ent and Interpretation: 
The patient appears to be acting out his father's uncon-
scious feelings of aggression and hostility. This expression 
has been a negative one, as he has no male figure that can aid 
and support him in developing positive aggressive drives. Any 
form of mature aggressive behavior also ~ leaving his 
mother, and she has the need to maintain control of the boy. 
The father spends little time with the patient and is rejecting 
of him because the patient's aggressive behavior reactivates 
his own unconscious hostile feelii~s that he has a need to 
repress. Also, the father seems to see in the patient his own 
pattern as a ch ild. The boy's playing with dolls and girls 
reminds him of his own childhood where he said, he was made 
"effeminate". 
The mother was seen by a female social worker, the 
father and patient by a male psychiatrist. This was in 
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accordance with goals in treatment, which werefor each 
member of the family to be enabled to define his particular 
role and sexuality more clearly. 
The marital situation became strained during the course 
of treatment. The mother expressed much hostility to the 
psychiatrist and to the idea of the father's being seen by 
the clinic. This was to be expected, as her dominance 
became diminished and she could not readily give up without 
a struggle. Both mother and patient began missing appoint-
ments, but the father was seen regularly at weekly interviews. 
As the friction between the parents increased, the behavior 
of the child improved, for the parents were no longer 
projecting their feelings on to the child. The mother now 
realizes that she is acting like a jealous, fearful, 
rejected child; and while she no longer sees the social 
worker, she attends group therapy with the father. The 
mother's closing out of treatment was brought about by 
tapering appointments over a period of months and in agreement 
that her needs were met. 
The father's role is now gaining increasing importance. 
The father is not only gaining a better understanding of 
himself, but he is also gaining support as to his proper role 
in the family. 
----~~=~========= 
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The sixth case in this group is that of Howard, 
who was nine years old when he was referred to 
the clinic as a disciplinary problem. The 
source of referral was a mother who had used 
the services of the clinic. Howard is small 
for his age, rather attractive and friendly. 
Other problems revealed during treatment are 
infantile speech, sibling rivalry, and food 
fUssiness. The boy is of low average intel-
ligence. There is one older male sibling 
and two younger siblings, one male, and the 
youngest, female. The patient is described 
as being very hostile to the younger male 
sibling and he ~ doesn't get along with the 
older boy. He demands a great deal of attention 
in the home, and in school he is a disciplinary 
problem. His teachers have commented on his 
poor social adjustment. 
His mother, age forty-five, seems to be a 
rigid person, very much concerned with dis-
cipline in the home. She feels that the 
father is of little assistance to her in the 
home, and she finds the burden of maintaining 
a semblance of order a trying one. She is 
ambivalent about the patient, saying some days 
he is 1angelic 11 , and on other days he is just 
the opposite. 
The father, age forty-four, is a small, rather 
tense man, quite rigid, and very positive in 
his statements. He is ambivalent in his rela-
tionship to the patient and to his other 
children; for he feels that he must divide 
his affection equally among all his children. 
The father finds it difficult to express any 
aggression toward the mother and keeps his 
feelings to himself. He has little under-
standing of the emotional basis of the patient's 
difficulties. He feels inadequate because of his 
smallness and identifies with the p a tient, who 
is also small for his age. He appeared to be 
identifYing both positively and negatively with 
the boy. The father blames the tense world 
situation as the cause of the patient's diffi-
culties and the upset condition in the home. 
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The psychiatrist feels that both parents should 
be seen wi th treatment aimed more at the father 
and mother, and the boy to be carried in a 
supportive, permissive manner. The goal ~ith 
the father 1as to make him more accessible t o 
the patient as a male identificatory figure . 
Cow~ent and Interpretation: 
This boy seems to fin~ it difficult to mature for l:e 'is 
subjected to the reject ions and hostilities of both parent s . 
The l ack of consistency or agreement between the parents a s 
t o discipline in the home appeared to be the method they use 
to relieve the tension caused by their inability to express 
hostil i ty to each othGr . The f ather seems to have little 
emotional insight and uses rigid pattern to cover up his 
fe lings of inadequacy. 
The father and the patient were to be seen by a mal 
social worker - and the mother by a fema l e ~orker. The father 
wa s to be shown his pattern of rejection; i.e., his i denti• 
fication with t he patient's smallness and his own feeliDGS 
about being small . The mot her was · to be $U.ppor ted in a 
f eminine role with clarificat . on · ~o be given of her rejecting 
and ambivalent feelings toward the pat ient whi ch are based 
on bar hostility to~ard the father . 
Neither parent is properly motivated to accept the 
emotional basis of the patient• s difficulties. and after 
intake did not resume contact with the clinic. This type of 
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father is difficult to work with because his rigid, stern 
pattern pervades all levels of his functioning, and coming 
to the clinic is too threatening to him. To work with the 
mother and child alone would be of little therapeutic value, 
for the source of the disturbance lies with the father. 
The seventh case in this group is that of Thomas 
who was eight years and nine months old when 
referred to the clinic by the School Adjustment 
Service because of a reading difficulty. The 
patient is stocky and large in physical development. 
He is described as a very willing and friendly 
boy but unable to show much aggression. Other 
problems revealed during psychiatric interviews 
are daydreaming and poor socialization. The 
patient prefers to play with younger children 
and is very dependent on the mother. He is 
the oldest sibling in the home, there being a 
younger sister, age two years and six months. 
The patient is of low average intelligence. 
The patient's mother, age thirty-three, is 
short and stocky, unattractive, and not too 
intelligent. The mother seems to want to 
control and dominate the family. She believes 
the patient's problems are her problems and was 
resistant to the father's participation in 
treatment. She says the father is a quiet 
person who never talks much and can 6ffer little 
to the clinic. The mother feels that the patient 
is a 11 cry baby 11 ·and is always running to her. 
At the same time she is over-protective of the 
patient and fears that he will get hurt if he 
is out by himself. She has a need to have the 
patient's love and uses the father as her 
disciplinary agent in order to keep his love. 
The father, age thirty-five, is short and well 
built, very passive and reticent in his clinic 
relationship. In his attempts to do things with 
the patient, he becomes easily discouraged; for 
the boy does not live up to the father's ideals 
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of what he would like in a son. The father 
describes the mother as being a very anxious 
and tense person and feels that she is over-
protective of the patient. 1Nhen the father 
attempts to discipline the son, the mother 
sides with her son; whereupon the father, in 
keeping with his passive, non-aggressive 
pattern walks off and 11 swallows 11 his anger. 
The father feels that the patient is playing 
off one parent against the other. He said 
he is anxious to provide everything for his 
children for he never had anything as a child 
and he wants to make up for it to his children. 
When the patient responds negatively to the 
father's attempts to please him, the father 
is much disappointed and this offers an 
intellectual excuse for rejection. 
'l'he psychiatrist feels that both parents should 
be seen to emphasize to the father his role in 
relation to the p atient's need and to support 
the mother in playing a more feminine, passive 
role. The patient is to be given reading 
instruction. 
Comment and Interpretation: 
In this case the patient's behavior suggests an attempt 
to please and gain the love of his rejecting mother, who is 
over-protective to cover up her guilt feelings. The father 
also rejects the patient perhaps because he has identified, 
with the patient's passivity. The patient's behavior appears 
to reactivate the father's own feelings of inadequacy. 
The father is seen by a male social worker and the mother 
by a female social worker. The patient receives only remedia 
reading instruction. The patient's disturbance does not 
appear to be too severe, and the clinic staff feels that his 
contact with the clinic should be in the area where he is 
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aware of his own difficulty. 
Neither parent can accept responsibility by participating 
in the treatment plan. They cancel or fail to keep appoint-
ments and come to the clinic only when threatened that the 
case will be closed. The mother became especially resistant 
to treatment when informed that the father would be seen at 
regular appointments. Prognosis is poor as success can only 
be determined by the active participation of the father; for 
the patient is in need of a strong, masculine figure with 
whom he can readily identify. Seeing only the mother and 
ch ild will encourage the mother's dominance and enhance the 
patient's dependent and passive pattern. 
The eighth case in the group is that of Warren 
who was ten years and four months old when he 
was referred to the clinic for poor school work 
and nocturnal enuresis. The source of referral 
was a mother who had received services from the 
clinic. Further problems reve aled during 
p~chiatric interviews are poor socialization 
and lack of aggression. The boy is described as 
average size and well built. He appears to have 
an inhibited manner. The patient is described 
by the mother as being shy and bashful and as 
having an 11 inferiority complex11 • H~ is a poor 
loser and likes to play with younger children. 
He functions at the .dull normal level of general 
intelligence. There is a younger female sibling 
in the home. 
The mother, age thirty-four, is a tense and 
anxious person and is always pushing the slower 
tempered patient. She is over-concerned with 
physical ailments, and there has been much 
illness in the family. She is the dominant figure 
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in the family and uses her concern over physical 
ailments as a means of maintaining control. At 
the time of referral she was under observation 
for ulcers and knew of its psychosomatic aspects. 
The father, age thirty-six, is a passive, 
ineffectual man, who becomes irritated with 
any disruption in domestic affairs. The father 
feels that the mother 11 puts too much pressure" 
on the boy. He admitted not knowing too much 
about the patient's difficulties, for he had 
never paid much attention to this boy, devoting 
most of his time to the younger female sibling. 
His denial of any problem is part of his pattern 
of passivity and wanting the home situation to 
appear peaceful . He cannot allow himself to 
become emotionally involved, for to be emotional 
is to be aggressive and hostile. He came to the 
clinic only under pressure from the mother and 
was very sullen and resistant in his relationship. 
During the course of treatment he gained insight 
as to his identification with the patient; for 
he too, was afraid to do things for fear of not 
gaining his father's approval. 
The psychiatrist feels that both parents sh ould 
be seen. The father was to be enabled to under-
stand his rejection of the patient and to be 
supported in playing a more aggressive, masculine 
role in the home . The mother was to be supported 
in her femininity as the father became more 
assertive and aggressive. The psychiatrist feels 
that most of the marital accord on the surface 
was attained by both parents projecting their 
hostility on to the patient. 
Comment and Interpl"'etation: 
The patient cannot be manly and aggressive for he fears 
failure and the ridicule that accompanies it. The passive, 
ineffectual father does not provide for the patient a strong 
male identificatory figure to help him in the growth process. 
The patient cannot be aggressive, for to be 
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so would mean the loss of his mother's love and more hostility 
from the father. The father is the key figure in treatment, 
for it is only through the father that the patient can give 
up his withdrawn, passive pattern. 
The mother was seen by a female social worker, the father 
by a female social worker, and the patient by the male psychi-
atrist. This was in accordance with the treatment goal which 
was for each member of the family to gain a clear definition 
of his role in the family constellation. 
The father could accept and use case work help after 
overcoming his initial resistance. He saw the pattern in his 
rejection, and much improvement was noticed in the patient as 
the father was able to become less rigid and to decrease his 
expectations of his son. As the father became more assertive 
in the home in a positive way, the mother was given help in 
relinquishing some of her dominance and supported to accept a 
more feminine role. 
Since both parents noted marked improvement, treatment 
with the parents was suspended temporarily at their request. 
The patient is continuing to be seen at the clinic but only 
for reading instruction to help him in his school work as he 
is low normal in intelligence. 
There were six other cases in this group. In one case 
the patient, a seven year old boy, is unable to control his 
aggressive impulses. In general he is described as 11 always 
"4 
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wanting to have his own way11 • The father appears to be weak 
a n d inadequate in the home, and cann ot be a ggressive, for he 
fe ar s he will lose love and affection if he expresses his 
feelings. He will not d i scipline the patient, for he fears 
the patient will hate him if he does so. The mother feels 
that this attitude is leading the patient to hate her. Both 
parents are included in treatment so that they can relieve 
the tension that exists between them and so release the child 
from their unconscious a ggression, The fat her cooperates in 
the treatment plan , and is still in intensive therapy with a 
male psychiatrist with a goal of bringing out his masculine 
aggression. The mother is being seen in supportive therapy 
to help her accept the father's aggression. 
In the second case of this group, the patient is a 
six year old boy, whose father was in service and returned in 
the middle of the patient's oedipal period. This increased 
the patient's insecurity as the mother seems to be immature 
and rejecting. The father also appears to be immature, talks 
11baby talk 11 to the patient and is over-protective. There is 
tension betwe en the parents and their mixed marriag e may be 
a pos s ible source of this tension. Both parents wer e to be 
seen with the g oal of emotional readjustment so that the 
patient could venture into -the field of independence with a 
feeling of support and assurance. Symptomatically, the 
patient expr esses h is insecurity by infantile speech and by 
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being stubborn. At the time of referral the patient had to go 
to the hospital for an operation. The case was closed when 
the parents did not resume contact after the patient's recove~ 
The third case is that of a seven year old g irl who 
appears to have a fixation on her grandfather who died while 
she was with him. The mother is a nervous, anxious woman 
who doesn't know what to do with the patient. The father, 
who has been ill with a nnervous stomachtt , doesn't seem to 
resent that the patient prefers the grandfather to him. The 
father takes orders from the female members of the family-the 
mother, the patient, and the mother-in-law. He keeps peace 
at any price. Both parents were seen. The goal with the 
father is to help him in his aggressive roles. The patient's 
affection for men appears to be a mask of her true feelings. 
The psychiatrist feels that the basic problem is the mother's 
guilt feeling in relationship to her father upon whom the 
patient is fixated. The patient, in this family situation, 
cannot develop true object love. 
In the fourth case the patient, a nine year old boy, 
app ears to be in confusion as to his own sexual identity. 
mother seems to be a masculine, castrating figure, and the 
father ineffectual and controlled by the mother's dominance. 
Because of the confused parental roles, the patient seems to 
be unable to establish what is male and what is fe male. The 
goal in therapy was to help the patient establish his definite 
identity and his role in the family. This could only be 
accomplished by including both parents in the treatment 
process . In the course of treatment, the father was able to 
gain insight as to the basis of his rej.ection of the patient. 
The father, who was hostile to female figures but could not 
express it, took out his hostility on the patient who was 
little and weak and therefore a woman.. With this under-
standing the father-son relationship improved, but the mother 
could not give up her dom~nating role and continues to 
struggle to maintain it. Th is is a problem that Lillian 
Bergum found that not only do fathers get worse in cases where 
the maternal-child relationship improves, but mothers get 
worse in cases where the paternal-child relationship improves 
(sic). The mother, in this case, is extremely neurotic, and 
is de scribed as being 11 high strung and hysterical n . 
In the fifth case, the patient, an eleven year old boy, 
feels inadequate, but expresses intense hostility in his play 
with other children and his sibling. His feelings of 
inadequacy, are complicated by a passive father with whom it 
is difficult to identifY, and a dominating mother. The father 
is unable to utilize treatment, being a weak , passive man, 
much preoccupied with numerous physical ailments. The case 
was closed as the situation improved, from the patient's 
point of view, in light of a change of schools. The patient 
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was getting away from his twin brother toward whom he feels 
inadequate as the brother has superior intelligence, whereas 
the patient, who is of average intelligence, has repeated the 
fourth grade three times. 
'In the sixth case, the patient, an eleven year old boy, 
has had many physical ailments. He is a withdrawn, worrisome 
boy, preoccupied with death. He is able to be aggressive 
only in relation to his father, and this aggression is 
expressed with hostility. The father is iwnature and 
demanding of the mother's attention. In his relationship wit 
the patient, there is only guilt and frustration, as the 
patient acts out the father's unconscious aggressive 
impulses in a negative manner. Both parents are still in 
treatment. The goal with the father is for him to ~ovide 
for the patient a more accessible, masculine male figure with 
whom he can identify. 
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CHAPTER VI 
SUMMARY AND CONCLUSION 
This thesis has attempted to study nineteen cases in the 
Quincy Child Guidance Clinic where both parents are, were or 
were to have been included in intensive treatment along with 
the child. Examination was made of each case, so as to 
determine what type of behavior was evident in the child-what 
was the area in which the child was in conflict that caused 
the clinic staff to feel that the father was a key figure in 
any therapeutic success and so should be included in the treat-
ment plan. 
In each of the seventeen cases involving male children, 
the outstanding problem appeared to be in the area of 
expression of aggression. Seven of these seventeen children 
(see Tables III and IV) had difficulty in forming aggressive 
rel~tionships outside of the home and either refused to go to 
school, played very poorly with other children, or were timid 
and shy. In six cases the male child revealed speech diffi-
culties besides other behavior problems. This often uportrays 
a conflict between the desire to express hostility and 
defiance towards the parents • • • and the desire to please 
them11 .l In ten of these cases aggression was expressed by 
1 English and Pearson, ~ cit., p. 63 
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frequent temper tantrums, extreme sibling rivalry, or by a 
severe disciplinary problem in the home. In the two female 
children, the problem appeared to center in the area of 
object love in regard to male figures. 
Getting the father to participate in-·-; intensive treatment 
offers many barriers, chief of which are cultural factors. 
In our culture it is the mother who is usually given the 
main responsibility for the child and is responsible for his 
physical and emotional development. She is the one who 
usually bri1~s the child to a clinic. The father is con-
sidered mainly for the material things he provides and often 
is involved with the children only on weekends. The fact 
that the father works all day, makes it difficult for him to 
find a suitable time for treatment participation even if he 
desires to take an active part in treatment plan. 
Of the nineteen fathers presented in the cases of this 
thesis, eleven participated in intensive treatment and were 
seen at regularly scheduled weekly interviews, two were to I 
be seen at weekly interviews but have been cancelling appoint-
ments frequently, six were seen for one or two interviews 
and refused to participate in the treatment plan. Times are 
arrange~ for the father that are most suitable for him. In 
many cases, the appointments have to be made in the evening. 
In all cases the impetus for the father's participation has 
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come from the clinic. The mother was told of the wish to 
include the father and informed that an appointment would be 
made. While only t wo of the mothers openly expressed resent 
ment to including the father, seven of the mothers appeared 
to be somewhat r e sistant. Thi s was usually expressed by 
say ing that they didn't think the father would come to the 
clinic. Quite often resistance was shown during tbe course 
of treatment, but this is to be expected as family roles and 
attitudes are being changed. In all cases the parents were 
seen by different members of the staff. The reason for this 
was to eliminate any possible source of resistance to sharin 
the worker. The wr iter also believes that sharing one 
worker may hinder a transference relationship. Gordon Ham-
ilton said, 11 lt is a peculiarity of the transference phenom-
enon that a person seems able to talk about things which he 
does not ordinarily talk about ••• 2 The writer believes that 
a parent will not feel as free to ventilate his feelings if 
the identity of the social worker or therapist does not 
remain vague enough so tha t the parent can use him according 
to his own i nner needs, thus per mitting a wide range of 
displacements. The identity of one worker or therapist 
seeing both parents may be narrowed sufficiently to preclude 
2 Gordon Hamilton, ~ cit., p. 130 
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the possibility of a positive transference relationship, for 
either parent may put the therapist on the role of a 
confidant to the other parent. Another important factor to 
be considered here is the sex of the worker. Gordon Hamilton 
said that: 
••• it seems probably that the dominant 
transference to a woman worker remains 
typically that of a mother, and to a male 
worker, the father, transference.3 
V hile limitations of staff and openings ,in staff 
members' schedules partially determined case assignments, 
most assignments were made purposely in accordance with 
treatment plans. The personality of the worker and his 
ability to work with certain personality types wer·e also 
factors considered in order to eliminate a source of negative 
transference or counter-transference. 
The writer has classified the cases as to types of 
fathers, but any such classification is arbitrary and must 
be presented with the understanding that much over-lapping 
was found. In the wr iter's opinion, the question raised at 
the beginning of the study as to what types of fathers were 
considered for intensive treatment has been answered in the 
following way according to the case material: 
3 Gordon Hamilton, op. cit., p. 129 
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All the fathers appeared to be passive, inadequate, 
and often immature men who had problems with aggression. The 
methods they used as defenses for their passivity varied. 
Some fathers were rigid and stern, and this pattern seemed to 
pervade all areas of their functioning. They were the most 
difficult to work with, for their rigid, passive behavior 
will not allow them to form a dependent relationship to the 
clinic. They feel that they have the answer to the child's 
difficulties and cannot accept help from the clinic for it 
will bring to the conscious level their unconscious feelings 
of inadequacy. Otber fathers remained passive in the family 
situation and used this as a means of maintaining an 
harmonious relationship with the other members of their 
families. These weak fathers must remain passive, for they 
fear any expression of aggression as aggression will stir up 
unconscious hostility which they have repressed. Thus quite 
often the weak father will be t h e indulgent father. The 
ineffectual fathers also were unable to express any a ggression 
but they in turn were rejecting of the child because of the I 
child's a g gressive behavior. The weak and the ineffectual 
fathers were usually more aware of their inadequacies, as 
these feelings are closer to their conscious level than the 
feelings of inadequacy in the rigid, stern fathers. Because 
of this, the former are better motivated for treatment. Of 
the five cases that the writer classified as rigid, stern 
--------- --=·==w=-= 
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fathers, only one cooperated i n the treatment plan; and even 
in this one ca s e in which there was apparent cooperation, the 
p sychiatrist felt that prognosis was poor. Another father of 
t h is grou p continues in treatment but has been very resistant. 
Eleven of the fourteen fathers cla ssified as weak or inef£-
ectual have participa ted in the treatment plan, some being 
very active a n d some somewhat resistant. 
The second question raised b y the writer was the 
relationsh ip betwe en t h e types of f athers and the behavior 
patterns of the child. In the seven teen cases involving male 
children, there was evidence of conflicts over the exp ression 
of aggression. It was felt in all these cases that the 
conflict had as its source the f a ther who was unable to 
provide for the child a healthy, aggressive, masculine 
fi gure with whom the child could identify. In the t wo cases 
involving girls, each father, in h is immaturity and passivity , 
did not help the child resolve the oedipal conflict. Thus 
the writer feels that in t h ese cases it was found that the 
. 
area of difficulty in the ch ild centers around the expression 
of aggression. It appears to be a reflection of a p a ssive, 
ina dequate, immature father. While it is true that the 
mother often will not free the ch ild, being over-protective 
and over-indulg ent because of guilt f eelings over her 
rejection, it is t h is type of father, who is inaccessible to 
the child, t hat supports the mother's over-protection and 
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I i over-indulgence. It is for this reason that both parents 
should be included in intensive treatment for there has to 
be a change in parental roles and attitudes, and both parents 
play into each other's role. 
The third question raised by the writer was in relation 
to some of the case work problems involved in cases where 
both parents and the child are in intensive treatment. The 
additional problems which confront the social worker that may 
differ from the problems if only one parent is seen are timing 
of the start of treatment, and de aling with marital conflicts 
that may result as parental roles and attitudes are being 
altered. In the cases presented, eleven of the mothers wer e 
resistant to the fathers' inclusion in the treatment plan, 
either at the beginning or after treatment had started. In 
eight cases there was much hostility expressed by the mother 
as the father became more assertive and aggressive in the 
home. 
'rhis problem was usually handled by the clinic consul-
tation of all members of the staff involved in a particular 
case. At these consultations, discussions were held as to 
where each therapist was at the moment with the member of the 
family whom he wa s treating. Plans were made to handle any 
difficulty that had arisen, possibility of new goals wa s 
discussed, and specific discussion was held as to attaining 
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movement in relation to both parents and the child. It is 
here that timing is important. If movement is proceeding too 1 
rapidly with one parent, the hostility and resistance of the 
other parent may be so intensified as to bring about with-
drawal of all members from treatment. Because of this, inter-
communication between all workers involved in a case must be 
very close. 
In conclusj_on it must be said that this thesis is not an 
evaluation of successes or failures in cases where fathers are 
included in the treatment plan. There are economic, environ-
mental, marital, and cultural factors which may influence 
success in these cases. 
The writer feels that the important factor is the con-
sideration of the fact that the father is essential in the 
treatment plan that involves a change in parental attitudes or 
parental roles. In some cases it may be only necessary to 
see the father at intake or intermittently during the course 
of treatment so that he will feel and understand his effect 
in the family constellation. The problem is to determine 
those cases in which the fathers will be the determinants of 
therapeutic success. Further study is needed to determine the 
best pos~ible methods of working with both parents in a child 
guidance clinic. At the Quincy Clinic group therapy has been 
used as a means of involving both parents in the treatment 
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pl an . 'l\ro of the 9arents pr esented in this t hesis are i n group therapy 
alon£; with individual t reatment . Thi s may be possible only f or c ertain 
types of p8 rents. Study is a lso needed to determi n e the value of support-
ive therapy, in cases where intensive !)sychother apy may be met with re-
jection by the : a t l1er . 
~o~ed: 1 f( ~ ____J:::-
{ K. Conant 
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APPENDIX 
SCHEDULE USH,l) TO EXCERPT CASES 
Sex of patient 
Age at referral 
Source of referral 
Problems seen at referral 
Problems as revealed after psychiatric interviews 
Siblings 
Personality fact or s of patient 
Father 
Personality factors 
Relationship with patient 
Role in the home 
Motivation for treatment 
Mother 
Personality factors 
Relationship with patient 
Role in the home 
Motivation for treatment 
Evidence f r om record 
Social Service notes 
Psychia tric notes 
Psychological reports 
Clinic staff assignments 
